Comment: This man developed typical xanthelasma six years ago and during the past three years xanthomatous nodules and plaques have continued to appear. As his blood cholesterol has been repeatedly normal he must be considered as a case of normocholesterolkmic xanthomatosis. No evidence of Hand-Schuller-Christian disease or reticulo-endotheliosis has been found and the distribution of the lesions was unlike that of xanthoma disseminata. Many of the plaques were strikingly infiltrated and the possibility of an underlying reticulosis was considered, but histologically there was no evidence of this. However, the bone marrow showed a marked excess of mature plasma cells and Professor W M Davidson thought he was suffering from chronic myelomatosis. His sedimentation rate was increased and the y globulin was elevated. An area of decreased density in the skull was of uncertain significance. Although there was no histological evidence of myelomatosis in the skin lesions perhaps the presence of this disease has in some way stimulated this excessive xanthomatous reaction.
Dr Bentley Phillips: This patient came to me some years ago. He had had a detached retina in the past, but whether that was anything to do with the present condition I do not know. When I saw him he had xanthoma spreading rapidly. Biopsies indicated ordinary xanthomata. I tried excising one or two of the more irritating patches; we injected one or two with triamcinolone, whilst others were treated with radiotherapy in fractional doses. This did seem to flatten them out. I would be very grateful for any suggestions for treatment. Dr P Borrie: This case reminds me of one reported by Lennard-Jones (1960, Brit. med. J. i, 781) , concerning a woman who developed both xanthomatosis and myelomatosis. Her blood was lipemic and contained a high concentration of ,-lipoprotein as well as an abnormal ,,-globulin. It was suggested that the myeloma cells might be producing the abnormal lipoprotein as well as the abnormal globulin, the former being responsible for the cutaneous xanthomatosis.
The President: Would Professor Davidson expect frank myelomata to develop?
Professor W M Davidson: I do not know. I would have thought that the one 'punched out' area in the skull shown on X-ray could be an indication of myelomatosis. I think, too, that although all the cells overuunning the marrow are mature plasma cells, and not the more characteristic primitive myeloma cells, this is only a variant, a chronic type, of myelomatosis. If this view is correct it is likely that the patient may go on for a long time before fractures occur. It seems, therefore, that there must be two separate diagnoses in this case, but they may be related in that the abnormality of the plasma protein, due to the myelomatosis, has influenced the skin reaction to the xanthomatous deposits.
The President: This may go on for many years?
Professor Davidson: One never knows the whole story in such cases. Sometimes the patient is first seen in a late stage of the disorder, at other times the myelomatosis is discovered by accident in a much earlier phase. With chroniccases, too, the patient may well die of something else.
? Extramedullary Plasmacytomata Case for Diagnosis I Caldwell MRCP R J T, male, aged 62. Storeman History: When first seen on 3.7.61, the patient stated that over the past five years dark-coloured painless lumps had grown on his brow and nose and in the past two years flatter swellings had developed on each temple. He had always enjoyed excellent health, he had had no prolonged medication and he denied any significant local injury. The lesions had caused no symptoms, apart from an occasional feeling of 'bursting fullness'.
Clinicalfindings: Six dark plum-coloured tumours were present on the centre of his brow and on the nose, the affected sites showing prominence of the follicular openings. On each temple was a large, flat, reddish-purple plaque of somewhat similar appearance (Fig 1) . The physical examination of the cardiovascular, respiratory and central nervous systems revealed no abnormality; no lymph gland enlargement or hepatosplenomegaly was found. Investigations: X-ray of chest showed no abnormality of ribs or lung fields. Blood: Hb 101 %; W.B.C. 8,000 (polys. 62 %, lymphos. 38 Y.). E.S.R. 11 mm in one hour (Westergren). Wassermann, Kahn and Meinicke tests negative. Serum proteins: total 7-1 g/100 ml; A/G ratio normal; Histology: A section taken from a tumour of the brow showed a considerable infiltrate in which plasma cells predominated with lymphocytes also prominent and smaller numbers of histiocytes and some eosinophil leucocytes. A section taken from the plaque on the right temple showed a more dense and pleomorphic cellular infiltrate with plasma cells in large numbers and more polymorphs, histiocytes and eosinophils.
Comment: I brought this man of 62 to the Section because the clinical appearance is very unusual. The histology suggested the possibility of extramedullary myeloma but all investigations including bone marrow examination and serum protein electrophoresis have failed to support this diagnosis or demonstrate some other reticulosis. Bluefarb (1955, Arch. Derm., Chicago 72, 506) listed the skin changes in multiple myeloma and includes tumours of the face among presenting extramedullary lesions. I would welcome help in this case now, both in diagnosis and treatment, though one may well have to await future developments towards systemic involvement.
Dr A J Rook: Some six years ago we had an adolescent girl with small purplish nodules of the right ala nasi. The histological changes were very similar to those in the present case. We considered the diagnosis of extramedullary plasmacytoma and found that the clinical features were compatible with some of the cases reported under this diagnosis. However, although plasma cells predominated in the infiltrate we felt that the proportion of other inflammatory cells was too high to justify this diagnosis. We have regarded the lesion as a benign inflammatory reticulosis. The girl has been re-examined every year and the lesions have remained unchanged.
Professor J T Ingram: I suggest it is eosinophilic granuloma of face; the lesion on the temple suggests this diagnosis. 
